received many communications bearing on different aspects of the question. The treatment of post-partum hemorrhage in general practice, owing to the conditions which prevail, will always be more curative than preventative, and the circumstances at the early part of this case illustrate a state of affairs bearing out this point, and common enough in general practice. The patient was seen by my assistant when the os admitted the tip of one finger, and the labour pains feeble and irregular. Bleeding had ceased, and had not been sufficient to produce any ill-effect on the general condition of the patient, and an anaesthetic was necessary. Owing to all these circumstances, delay occurred in immediately performing version. The manner of delivery did not predispose to post-partum hemorrhage. After version was performed and a leg brought through the os, beyond keeping the child on the lower uterine segment between the pains, no interference took place until the shoulders appeared, when delivery was completed in the usual way. The comparatively rapid delivery was due to the onset of strong and frequent labour pains after a leg was brought through the os, an easily dilatable os, and to the good down-bearing efforts of the patient. The patient was not kept deeply under the anaesthetic except during the time that version was being performed.
The reasons for recording the case were to show that manual compression of the aorta, despite the assertions to the contrary made in the recent debate on the subject, (1) is a practical measure ; (2) that under certain conditions it is the only method that can be relied on for rescuing the patient from death; (3) and that it is not necessarily attended by harm when it is employed, [a) before delivery of the placenta for arresting hemorrhage between the second and third stages of labour, or {b) when it is employed after delivery of the placenta. The case recorded serves well to illustrate these points. The objections to compression of the aorta. The chief objection urged against its use is its alleged detrimental interference with the functions of the uterus by curtailing its blood supply.1 Although the blood-supply of the uterus by the uterine arteries is prohibited when the aorta is occluded, on anatomical grounds, quite enough blood should reach the organ by the ovarian arteries to enable it to contract and retract to the extent necessary at least for the separation of the placenta, and for the complete arrest of hemorrhage. The portions of the uterus chiefly affected when occlusion of the aorta takes place are the cervix, the lower uterine segment, and the lower portion of the upper uterine segment. The fundus receives a large part of its blood-supply from the ovarian arteries1. Free anastomosis exists between the branches of the ovarian and uterine arteries, especially in the upper uterine segment. When occlusion of the aorta takes place, the supply of blood is greatest in that portion of the uterus in which muscularity is greatest. From an anatomical point of view, therefore, a fair amount of blood should find its way to that part of the uterus which is most concerned in contraction and retraction. The question is whether actually a sufficient amount of blood is supplied to the uterus when the aorta is occluded to allow of the contraction and retraction necessary for the expulsion and separation of the placenta, and for the arrest of hemorrhage. 
